Commodity Supplemental Food Program (CSFP) Application 


Name:_ 

Date of Birth:_ 

Street address:_ 

City:_ 

State:_Zi p:_ 

Phone Number:_ 

# of people in household ages 60+:_ 

# of people in household ages 19-59:_ 

# of people in household ages 0-18:_ 

Name(s) of additional household individuals ages 
60 +:_ 

Would you like to authorize someone else to pick 
up your food? 

□ Yes (if yes, fill out "Proxy Form") □ No 


By reading, signing and dating this form, I 
acknowledge that I have been advised of my 
rights and obligations under the program (see 
page 2). I attest that the information provided is 
accurate and complete. I understand that I must 
notify the local CSFP agency of all changes of 
income, address or household composition 
within 10 days. 

Applicant Signature:_ 

Date: 


I authorize the release of information provided on 
this application form to other organizations 
administering assistance programs for use in 
determining my eligibility for participation in 
other public assistance programs and for program 
outreach purposes. Please indicate your decision 
by checking one of the following boxes: 

□ Yes □ No 


CSFP Income Guidelines (Effective 2/12/2018) 


Household Size’*’ 

Weekly 

Monthly 

Annually 

1 

$304 

$1,316 

$15,782 

2 

$412 

$1,784 

$21,398 

3 

$520 

$2,252 

$27,014 

4 

$628 

$2,720 

$32,630 


*Household size is determined by the number of 
people you purchase and prepare food with . 



YES 

NO 

Is vour total income at or below the 
amount listed in the chart? 



Are you currently receiving SNAP 
(food stamp) benefits? 




Are you of Hispanic, Latino or Spanish Origin? 

□ Yes □ No 

What is your ethnicity? 

□ American Indian or Alaskan Native 

□ Asian 

□ Black or African American 

□ Native Hawaiian or Other Pacific Islander 

□ White 

□ Asian & White 

□ American Indian or Alaska Native & White 

□ Black or African American & White 

□ American Indian or Alaska Native & Black 

□ Other 


Type of proof used to confirm identity and age: 

□ Driver's License/ State ID card 

□ Birth Certificate 

□ Passport 

□ HUD/Housing file 

□ Government Agency file 

o Which agency_ 

Verifying Individual:_ 


Applications can be submitted to your local CSFP distribution site or can be returned to the Greater Boston 
Food Bank. Applications submitted by mail must include a copy of proof of identity and age. 

Mail: The Greater Boston Food Bank, 70 South Bay Avenue, Boston, MA 02118 
Fax: 617-507-6485 Email: CSFP(5)gbfb.org 









































Massachusetts Commodity Supplemental Food Program 

(CSFP) 

Applicant Rights and Responsibilities 


I AGREE TO: 

■ Provide proof of my income, address, and 
identification if requested. 

■ Give staff correct information about my current 
household and their income. 

■ Let staff know if my address, income or household 
composition changes or if I plan to move within 10 
days. 

I UNDERSTAND THAT: 

■ CSFP will provide supplemental foods. 

■ CSFP will provide referrals to nutrition, health or 
assistance programs as appropriate. 

■ The CSFP local agency will provide nutrition 
education to all program participants. 

■ I will be dropped from this program if I participate 
in another CSFP or WIC Program. 

■ I have the right to appeal through the fair hearing 
process, any decision made by the local agency 
regarding denial, disqualification, or termination 
from the program. 

■ If I do not pick up food 2 months in a row, without 
telling staff, I will be moved to the waitlist. 

■ I may be taken off the program if I sell, or trade 
CSFP foods. 

■ I may be taken off the program if I intentionally 
make false or misleading statements, orally or in 
writing. 

■ I may be taken off the program for intentionally 
withholding information pertaining to eligibility in 
CSFP. 

■ I may be taken off the program if I physically 
abuse or threaten to physically abuse program 
staff. 

■ Improper use or receipt of CSFP benefits as a 
result of dual participation or other program 
violations may lead to a claim against you to 
recover the value of the benefits, and may lead to 
disqualification from CSFP. 


CERTIFICATION 

This application is being completed in connection with the 
receipt of Federal assistance. Program officials may verify 
information on this form. I am aware that deliberate 
misrepresentation may subject me to prosecution under 
applicable State and Federal statutes. I am also aware that 
I may not receive CSFP benefits at more than one CSFP site 
at the same time. Furthermore, I am aware that the 
information provided may be shared with other 
organizations to detect and prevent dual participation. I 
have been advised of my Rights and obligations for the 
program. I certify that the information I have provided for 
my eligibility determination is correct to the best of my 
knowledge. 


Non-Discrimination Statement: 

The U.S. Department of Agriculture prohibits 
discrimination against its customers, employees, 
and applicants for employment on the bases of 
race, color, national origin, age, disability, sex, 
gender identity, religion, reprisal, and where 
applicable, political beliefs, marital status, familial 
or parental status, sexual orientation, or all or part 
of an individual's income is derived from any public 
assistance program, or protected genetic 
information in employment or in any program or 
activity conducted or funded by the Department. 
(Not all prohibited bases will apply to all programs 
and/or employment activities.) 

If you wish to file a Civil Rights program complaint 
of discrimination, complete the USDA Program 
Discrimination Complaint Form found online at 
http://www.ascr.usda.gOv/complaint_fining_cust.h 
tml or at any USDA office, or call (866) 632-9992 to 
request the form. You may also write a letter 
containing all of the information requested in the 
form. Send your completed complaint form or 
letter to us by mail at U.S. Department of 
Agriculture, Director, Office of Adjudication, 1400 
Independence Avenue, S.W., Washington, D.C. 
20250-9410, by fax (202) 690-7442 or email at 
program.intake^usda.gov . 

Individuals who are deaf, hard of hearing or have 
speech disabilities may contact USDA through the 
Federal Relay Service at (800) 877-8339; or (800) 
845-6136 (Spanish). 

USDA is an equal opportunity provider and 
employer. 





